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KEEPING PATIENTS VERTICAL
Section I: Abstract
Problem: The critical care patients in a large medical center in Northern California are not
consistently optimized medically for mobility and are not mobilized to their maximum capacity.
The contributing factors to these problems include poor adherence to standard workflows,
insufficient staff knowledge on use of mobility equipment and documentation of activities

performed, inadequate provision and utilization of mobility equipment, reduced interdisciplinary
staff motivation and skill, and inconsistencies in staffing levels/availability to meet the personnel
needs to mobilize patients.
Context: Microsystem and culture assessments with gap analysis were performed to assess the
need for quality care improvement. The microsystem’s current practice on mobility is focused on
ambulation for the most “able” patients; the more critical and unstable patients are not supported
to avoid prolonged immobilization. The current performance data was reviewed and compared to
the desired performance outcomes. The review revealed a performance gap in patient mobility
and that key improvement efforts are needed to achieve the desired outcomes.
Interventions: The mobility project “Keeping Patients Vertical in the Intensive Care Unit
(ICU)” was initiated to mitigate the microsystem’s identified problem. Multiple interventions
implemented include the following: mobility champions were established, education on
equipment use and mobility documentation were completed, patient’s mobility information has
been incorporated in the Nurse Knowledge Exchange (NKE) and daily multidisciplinary rounds
(MDR). A process board was created to include mobility scores in huddles. The mobility
equipment has been made available and more accessible for staff to use. Mobility exclusion
criteria was established and the goal was set to include mobilizing two intubated patients daily
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that meet the established criteria. The Sara Combilizer (SC) was trialed for 90 days and was
adopted for use to help maximize patient mobility.
Measures: The performance outcome measures were identified as follows: the outcome
measures are the Average Maximum Mobility (AMM) scores and the Percent Mobilized (PM).
The AMM is the highest achieved scores the day prior, up to two highest mobility bouts. The PM
is the percentage of patients with documented active mobility performed adhering to the existing
time on the unit rules. The process measures are the percent lift utilization, which is the
documentation of vertical lift and lift device usage on all ICU patients with Level I and II current
level of function, and mobilizing two intubated patients that meet the established criteria. The
balancing measures are the identified patient falls and staff injury related to mobilizing patients.
Results: The implemented interventions positively impacted the outcomes. The ICU care team
met the outcome metrics – AMM and PM reached target for three consecutive months
(November 2019 – January 2020) after the project implementation. The process metrics were
also met. Lift Device Utilization scores on 6 out 8 months were maintained at or above target of
75% from October 2019 through May 2020. Every day for a period of eight weeks, the ICU care
team mobilized two intubated patients daily that meet the criteria. There were no staff or patient
injuries related to mobilizing patients.
Conclusions: The mobility project was a success and it resulted in notable changes and
improvements in practices in mobilizing patients. By continuing the initiatives, the ICU care
team is able to improve patient care experience, expedite patient recovery times, and help
patients back to physical independence (Olavides, 2020). The overall extraordinary
interdisciplinary engagement and commitment of the care team to mobilizing patients have
added utmost value to the ICU in preventing patient harm and improving clinical outcomes.
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Keeping Patients Vertical in the Intensive Care Unit
Section II: Introduction
Introduction
Acute inactivity associated with hospitalization in the Intensive Care Unit (ICU) poses
threats to the patient’s overall wellbeing and can have detrimental effects on the patient’s longterm functional capacity (Dikes & Kozlowski, 2019). Lack of physical activity and prolonged
bedrest can lead to muscle strength and mass loss, delirium, pressure skin injury, increase in

cardiac workload, decrease in cardiac output, and development of diaphragmatic dysfunction and
atrophy (Dikes & Kozlowski, 2019). Early mobility in ICU has been shown to improve patient
outcomes, decrease inpatient and rehabilitation length of stay and ventilator days, and improve
long-term independent function (Dirkes & Kozlowski, 2019). The improved clinical outcomes
resulting from early mobility are linked to the overall organizational mission and goal that are
congruent to the Institute for Healthcare Improvement (IHI) Triple Aim: better care, better
health, and lower healthcare costs (Bassett et al, 2015).
Problem Description
The critical care patients in a large medical center in Northern California are not
consistently optimized medically for mobility and are not mobilized to their maximum capacity.
Patients are too sedated to be mobilized or left on bedrest longer than necessary. Events and
circumstances that are contributing to these problems include poor adherence to standard
workflows, insufficient staff knowledge on how to use mobility equipment and how to document
activities performed, inadequate provision and utilization of mobility equipment, reduced
interdisciplinary staff motivation and skill, and inconsistencies in staffing levels/availability to
meet the personnel needs to mobilize patients.
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The ICU in this large medical center is a 24-inpatient-bed unit that is organized to
provide care to adult critically ill patients, 14 years and older. The unit provides an intensive and
wide spectrum of specialized medical and nursing care, an enhanced capacity for monitoring,
and multiple modalities of physiologic organ support to sustain life during a period of lifethreatening organ system insufficiency (Marshal et al, 2017). Progressive mobility is part of the
critical care interventions performed in this ICU.
Gap analysis performed in this ICU exposed several opportunities that need utmost
attention. The current practice on mobility in this microsystem is focused on ambulation for the
most “able” patients. Patients that are assessed more critical and unstable are not encouraged and
supported to avoid prolonged immobilization. Maximization of patient mobility is sometimes
limited due to varying personnel skills in mobilizing patients and equipment use, inconsistent
sedation practices, and the appropriate team members are not consistently available and
coordinated to maximize patient’s mobility.
ICU performance outcomes on mobility are being measured daily and reported
regionally. Metrics that matter are the Average Maximum Mobility (AMM) and the Percent
Mobilized (PM). The AMM is the average maximum documented bouts of activity (up to two),
separated by at least two hours, adhering to existing time on unit rules (The Permanente Medical
Group (TPMG) Consulting Services, 2019). AMM for each patient is defined by the two highest
level of activities performed and documented. These activities have been assigned mobility
scores on the scale of 1-7: bed activity (active range of motion) - 1, sitting on the edge of the
bed/dangling - 2, standing on the side of the bed/up in chair - 3, taking steps or walking up to
greater than 100 feet – 4-7 (TPMG Consulting Services, 2019). The PM is the percentage of
patients with documented active mobility scores on the scale of 1-7 based on the total number of
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patients in the ICU (TPMG Consulting Services, 2019). The AMM performance target for ICU is
2.8 and the target for PM is 85%.
Based on the Highest Level of Mobility report (TPMG Consulting Services, 2019), the
overall summary of performance outcome for nine consecutive months (November 2018-July
2019) shows this microsystem to be below the performance target, with AMM scores between
1.9 and 2.7 and PM between 75%-85% (TPMG Consulting Services, 2019). The data
fluctuations can be attributed to several contributing factors that were previously mentioned and
include, but not limited to, inconsistent sedation practices, patient acuity, staffing levels, staff
time management, documentation, staff skills and confidence in mobilizing critical patients.
Available Knowledge
In patients admitted to the ICU (P), how does implementing an early mobility program
(I), compared to no early mobility (C) affect their overall functional capacity (O)? A
comprehensive electronic search was conducted on June 29, 2019 reviewing various existing
evidence on early mobilization of critically ill patients in the ICU. Databases utilized for search
include Cochrane Database of Systematic Reviews, Cumulative Index of Nursing and Allied
Health Literature (CINAHL) complete, Pub Med, and Agency for Healthcare Research and
Quality (AHRQ) Evidence reports. The databases were utilized and conducted advanced search
using various combinations of the following search terms: mobility, early mobility, ambulation,
interventions, intensive care unit. Using the basic search function on these databases revealed a
large number of articles (more than 200,000) while using advanced search and limits to peer
reviewed, systematic reviews, and randomized clinical trials revealed less articles that are more
specific to studies in mobilizing ICU patients.
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The evidence review revealed that patients become weak and deconditioned during their
hospital stay in the ICU as a result of immobility (Corocoran et al, 2017). Prolonged immobility
affect nearly every organ system and causes disabling conditions that often takes years to recover
(Corocoran et al, 2017). Implementing early mobilization program in the ICU is one of the key
elements in mitigating the effects immobility and attaining improved clinical outcomes (Bassett
et al, 2015) and improved physical functioning (Vollman, 2014).
Based on a prospective data collection published in 2017 by the American Academy of
Physical Medicine and Rehabilitation, early mobility and increased therapy services on vented
and non-vented patients in the ICU demonstrated significant benefits that include decreased
length of stay (LOS), decreased costs, and decreased need for post-acute care services
(Corocoran et al, 2017). Key studies show that adherence to early mobility program in the ICU
can also prevent delirium (Dirkes & Kozlowski, 2019). Furthermore, a retrospective longitudinal
study conducted in 2015 on 132 randomly selected patients showed that mobilized patients had
fewer falls, ventilated associated events, pressure ulcers, and catheter-associated urinary tract
infections (CAUTIs). The study also resulted in lower hospital costs, fewer delirium days, lower
sedation levels, and improved functional independence (Fraser, Spiva, Forman, & Hallen, 2015;
See Appendix A for further review of evidence).
Rationale: Conceptual Framework
Quinn’s Theory of Change and Watson’s Theory of Human Caring are selected to help
guide the mobility project. As change is the inevitable norm and inseparable from human
experience (Dick et al, 2018), incorporating both theories in the development of this project will
provide insights and direction in managing change in a complex system. The combination of
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both theories provide a good blend of framework in reviewing the evidence based practices that
are being considered for mobilizing the critically ill patients in the said microsystem.
Quinn’s Theory of Change suggests that there are two responses to the dynamic changes
in healthcare: the choice towards slow death or the choice towards deep change (Quinn, 1996).
Slow death is a response in which the organization is more comfortable with status quo and not
changing the way things are done, i.e., keeping patients heavily sedated and keeping patients
lying in bed without mobilizing them to their maximum functional capacity. This status quo
drives more harm to the patients, i.e., development of pressure injuries, hospital acquired
infections, and musculoskeletal deconditioning. Deep change is a response and a positive
approach in which the organizational microsystem redesigns maps or paradigms and realigns
itself with the surrounding environment (Quinn, 1996) – to develop interventions that maximizes
patient mobility and improve clinical outcomes.
Jean Watson’s Theory of Human Caring is focused on bringing deep meaning to nursing
that requires a unique “caring-healing” skill (Watson Caring Science Institute and International
Caritas Consortium, 2013). The Human Caring model embodies personal change in which one
has to experience the human phenomena of nursing practice to be able to deliver caring art and
science (Watson, 2019). Helping the healthcare providers with updating their knowledge
regarding maximizing patient mobility and incorporating exploration of the meaning and
relevance of the experience will result in developing a humanitarian and caring practice,
therefore creating a healing environment and preventing harm. The prescribed deep change
incorporating human caring will reignite the core principles in providing a healing environment
and quality care to maximize patient mobility.
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The adaptation of Maslow’s Hierarchy of Needs is worth mentioning as it could also
serve as the theoretical framework for changing the culture in the microsystem (Jackson et al,
2014) – hardwiring early mobility. The application of this framework will help move the
healthcare providers toward more comprehensive care of the whole person – restoring the pre-

illness function of mind, body, and spirit. The framework shifts or “reboots” our way of thinking
and organizing patient care during and after hospitalization – focusing on patient’s overall
quality of life, psychologically and physically (Jackson et al, 2014).
Specific Project Aim
The aim of this project is to increase the percentage of ICU patients being mobilized to
their maximum capacity from 85% to 90% as evidenced by the average maximum mobility score
baseline increase from 2.2 to 2.8 by January 31, 2020 ( see Charter, Appendix B).
Section III: Methods
Context
Microsystem assessment was completed to assess the need for quality care improvement
(see Appendix C); culture assessment and performance gap analysis were also included in this
assessment. Current performance objective measurable data was reviewed and compared to the
desired performance outcomes. As previously mentioned, patients in this ICU are not
consistently optimized medically for mobility and are not mobilized to their maximum capacity
due to several contributing factors. These include poor adherence to standard workflows,
insufficient staff knowledge on mobility equipment use and documentation, reduced
interdisciplinary staff motivation and skill, inadequate provision and utilization of mobility
equipment, and inconsistencies in staffing levels/availability to meet the personnel needs for
mobilization of qualified patients. Based on the microsystem-culture assessments and gap
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analysis performed, the strengths and weaknesses became more apparent. This revelation led to
SWOT (strength, weakness, opportunities, threats) analysis (see Appendix D).
The 24-inpatient-bed ICU is organized to provide care to adult critically ill patients, 14
years and older. As previously mentioned, the unit provides intensive and wide spectrum of
specialized medical and nursing care, an enhanced capacity for monitoring, and multiple
modalities of physiologic organ support to sustain life during a period of life-threatening organ
system insufficiency (Marshal et al, 2017). The wide spectrum of medical and nursing care
provided in this ICU is considered a strength.
Nursing care is primarily provided by the Registered Nurse (RN) with one nurse to two
patients ratio (1:2). The ratio changes to one nurse to one patient (1:1) when patient’s current
acuity level requires a more vigilant care, closer monitoring, and need more extensive
medical/nursing interventions. The unit has the appropriate professional personnel as an
organized system to provide appropriate care (unit strength).
The interdisciplinary team members have been trained and have collective knowledge
and understanding of the admission and treatment processes in the unit (unit strength). Nurses,
doctors, and other care providers coordinate and collaborate care plans and decisions for each
patient in the ICU. They engage patients and family members in making care decisions and
offering appropriate treatments and interventions to best meet patient needs. Other significant
processes in this microsystem include the following: Nurse Knowledge Exchange (NKE)/RNRN handoff, medication administration, discharge/transfer process, lab draws, reporting of
adverse events, pre-operative and post-operative care, pre-emptive rounding and response to
calls and code blues by the Rapid Response Team (RRT) member, and advanced alert
monitoring (AAM). The care provided by the “interdisciplinary team is characterized by trust,
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collaboration, appreciation of complementary roles, and a recognition that all team members
contribute individually to a shared purpose” (Johnson, 2003) that is to provide the best quality
care possible and improve the health of the patients (another unit strength).
The assessed current culture combined with gap analysis exposed several weaknesses and
opportunities that need utmost attention. The current practice on mobility in this microsystem is
focused on ambulation for the most “able” patients. Patients that are assessed more critical and
unstable are not optimized medically to be mobilized. The maximization of patient mobility is
sometimes limited due to sedation practices and the appropriate team members are not
consistently available and coordinated to mobilize patients.
The threats in this mobility project include the following: the abrupt fluctuations
(increases) in patient census can halt mobilizing patients as multiple admissions in a particular
shift pull the resources from patient mobility to attending to the admissions, more specifically on
those critical patients that are brought in that need rescuing. Another threat is the multiple skilled
nursing facilities that surround and are served by the medical center that bring in patients who
are chronically incapacitated with existing musculoskeletal contractures. These patients cannot
be mobilized but are not excluded in the regional mobility criteria. Patients that are admitted in
near-death situations but have no active comfort care orders and prolonged intubated patients
with poor prognosis that are being cared for at the maximum extent of medical care due to family
requests are also threats to maximizing mobility and improving mobility scores in this
microsystem.
More recently, the threats to maximizing patient mobility in this microsystem became
more apparent with the coronavirus 2019 (COVID-19) pandemic. The pandemic brought in an
increased amount of high acuity patients that are unable to be mobilized to their maximum
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capacity. There is a higher percentage of patients in the ICU that are mechanically ventilated,
paralyzed, manually proned, and in near-death conditions. Early mobility is contraindicated in
many of these patients. The few patients that can ambulate greater than 20 feet are inundated
with fear of exposure to COVID-19 and are reluctant to ambulate outside of patient rooms,
therefore not mobilized to their maximum capacity. Education on COVID-19, PPE guidelines,
and precautions are being provided to these patients to alleviate their fear and anxiety.
Early mobility is a high priority in the organization as mobilizing patients improve
patient outcomes, decrease length of stay, and better care experience for the patients. Although

implementation of early mobility in the ICU is costly with nursing costs, with potential need to
add ancillary staff member such as PCTs, dedicated physical therapist (PT), and purchasing of
specialty equipment/tools, some of the leaders consider the positive outcomes justify these costs
(Dirkes & Kozlowski, 2019). As Dirkes & Kozlowski (2019) pointed out in an early mobility
cost-benefit analysis performed, the decreased length of stay, decreased rehabilitation needs, and
improved functional recovery at discharge can offset the costs of mobility.
Interventions
Multiple interventions were considered for the mobility project. These interventions
include establishing mobility champions, assessing staff baseline knowledge and educational
needs related to mobility; educating staff on benefits of mobility, equipment use, and appropriate
sedation titration to optimize patients for mobility; establishing proper documentation of
activities performed; and establishing a sustainable workflow to ensure all equipment are clean
and ready for use.
The specific interventions that were implemented in the ICU include the following:
mobility champions were established, education on mobility documentation and equipment use
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were completed, patient’s mobility information has been included in the RN-RN handoff
between shifts and is being discussed in the daily multidisciplinary rounds (MDR). A process
board was created to include mobility scores in huddles. The staff are being engaged in the
huddles to identify and discuss wins, barriers, issues, and countermeasures. The mobility
equipment has been placed near the nurses station, made available and easily accessible.
Sara Combilizer (SC), a versatile multifunctional tool for mobilizing critical patients out
of bed (Arjo, 2020) has been trialed and adopted for use. The SC allows patient to be placed into
different positions, i.e., lying, sitting, and standing without having to perform transfers in
between. The SC will be used for the critical patients including those patients on mechanical
ventilation during their stay in ICU. The goal is set to mobilize two identified vented patients
that meet the established criteria every day (see Appendix E).
Study of the Interventions
Objective measurable data review is being performed to evaluate the implemented
interventions, identify areas of opportunities, and make changes as appropriate. Daily mobility
scores that include PM, AMM, and percent lift utilization are reviewed and presented to staff
during huddles. Staff are able to identify wins, barriers, issues, and countermeasures. A small test
of change using the Plan-Do-Study-Act (PDSA) model was implemented – to include mobility
information in the Nurse-Knowledge Exchange (NKE) at shift change (Plan). The patient’s level
of function, mobility equipment needs, and readiness for mobility have been included in the
NKE (Do). The ANMs are to observe NKE during shift change to ensure compliance (Study)
and follow up with individual RNs during the shift about mobilizing qualified patients. ANMs
perform realtime coaching with RNs not performing proper handoff (Act). As a result of this
small initiative, the staff are more apt to mobilizing patients.
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In July 2019, a Rapid Improvement Event (RIE) was conducted to maximize patient
mobility in the ICU. In this RIE, the mobility equipment was organized to make them more
easily accessible for staff to use when needed (Plan). With more attention placed on mobilizing
patients and equipment made available and easily accessible, the staff are more apt to use the
equipment to mobilize most able patients (Do). This improved the unit mobility scores but
challenged with sustaining the process to keep the mobility equipment organized (Study).
Subsequently, the process of keeping the mobility equipment available and easily accessible was
revised and streamlined (Act). Break Reliefs and PCTs were deployed to perform visual handoff
at shift change to ensure mobility equipment are clean, organized, and ready for use. There
remains a struggle with this process due to inconsistency in staffing levels, practices and level of
engagement. ANMs have now been engaged to ensure break reliefs and PCTs are performing the
handoff at each shift change. Small improvements are apparent; will continue to monitor
sustainability, and will make process changes as needed.
The SC was adopted for use in the ICU (Plan). A mobility exclusion criteria (see
Appendix E) was established to ensure those patients with conditions that are not appropriate for
SC use are not considered for mobility. Patients that have open abdomen, on hypothermia
protocol, ongoing massive transfusion protocol (MTP), on comfort care, with unstable fractures,
and brain dead are a few conditions that are excluded and not expected to be mobilized with the
SC. During the first few months of the SC adoption, a number of patients, including those
intubated patients, were mobilized with the tool (Do) (see Appendix F; SC PDSA). When
COVID-19 spread in the country and the local hospitals, the staff became apprehensive in using
the SC due to the fear of potential cross-contamination and infecting other patients. The staff are
not confident with the current process of sanitizing the SC. They fear that the SC cannot possibly
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be sanitized effectively due to its external structure and coverings (Study). This apprehension

was somewhat relieved by providing staff education on how to clean the SC. The staff members
were reassured that the Environmental Services are available for assistance in sanitizing the SC
when needed (Act). Staff buy in is not what is expected, however, a few staff RNs are again
beginning to use the SC whenever appropriate.
Measures
The family of measures include the outcome, process, and balancing measures (see
Appendix G). The outcome measures identified are the AMM scores and the PM which have
been established by the organization as described in the Problem Description part of this
prospectus. The AMM is the highest achieved scores the day prior, up to two highest mobility
bouts. The PM is the percentage of patients with documented active mobility performed adhering
to the existing time on the unit rules. The process measures are the percent lift utilization, which
is the documentation of vertical lift and lift device usage on all ICU patients with Level I and II
current level of function, and mobilizing two intubated patients that meet the established criteria.
The balancing measures are the identified patient falls and staff injury related to mobilizing
patients.
Data on outcome measures is obtained daily from the organization’s consulting services
and data on Lift Utilization is received from the organization’s reporting and information
management. All data reports for Outcome and Process measures are pulled and extracted from
staff documentation on patient activities completed and the type of mobility device utilized.
Balancing measures data will be obtained daily from the covering ICU ANM, daily review of
Electronic Responsible Reporting Forms (ERRFs), and daily reporting from the Safety
Specialist.
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Ethical Considerations

The University of San Francisco (USF) promotes learning in the Jesuit Catholic tradition
(USF, n.d.). The Jesuit tradition values and views “faith and reason as complementary resources
in the search for truth and authentic human development” (USF, n.d., para. 4). This translates to
treating patients with truth, spiritual value, and honoring their beliefs promotes a culture of
service that respects and promotes the dignity of every patient. These values are upheld when
assessing, planning, and acting on patients’ needs for mobility. Nurses, doctors, and other
healthcare providers are expected to abide by these values with each intervention delivered.
Ethical provisions have been established to guide and provide boundaries of nursing duty
and loyalty to the patients (Code of Ethics for Nurses, American Nurses Association [ANA],
2015). The ethical provisions considered more specifically for this mobility project are
Provisions 3 and 4. Provision 3: “The nurse promotes, advocates for, and protects the rights,
health, and safety of the patient” (ANA, 2015, p. 9). The nurse promotes healing by mobilizing
patients, advocates and protects patients’ safety by providing competent nurses and appropriate
equipment for mobility. Provision 4: “The nurse has authority, accountability, and responsibility
for nursing practice; makes decisions; and takes action consistent with the obligation to promote
health and to provide optimal care” (ANA, 2015, p.15). The nurse complies with this provision
by promoting early mobility on critical patients and providing optimal care by optimizing
patients medically through improving sedation practices and mobilizing patients to their
maximum capacity.
This mobility project does not require patients to participate in research studies therefore,
there is no need to obtain informed consent from patients for participation. This has been
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approved as a quality improvement (QI) project by faculty using QI review guidelines and does
not require Institutional Review Board (IRB) approval (see Appendix H).
Section IV: Results
Outcome Measure Results
There were several key improvements that are remarkable after the initial RIE in July
2019 in the ICU. Mobility equipment was successfully relocated, made available and easily
accessible to the staff. AMM scores improved from baseline of 2.2 to above the regional target of
2.8. The staff were exposed to the continuous efforts in improving processes and a positive
momentum was built towards the project of keeping patients vertical in ICU.
One month post RIE, the August 2019 score of 3.6 exhibited the astronomical point of
improvement (See Appendix I). The data point is unusually high compared to the rest of the
values in the next months. This astronomical data point is attributed to the enthusiasm and
engagement of staff after the mobility equipment were placed closer to the nurses station.
Additionally, the lower census and the availability of staff members to mobilize patients also
contributed to the RIE success and this astronomical event. The ICU staff maintained the AMM
scores at above target for two months (August 3.6 and September 3.1) (see Appendix I). In
October 2019, three months after the RIE, the workflow of keeping the equipment in place and
organized was not being sustained as the census consistently increased. Subsequently, the AMM
scores went down and was below the regional target. The AMM score for October was 2.7 (see
Appendix I).
The mobility project “Keeping Patients Vertical in the ICU” was initiated in November
2019 to augment the improvements that resulted from the initial RIE. Multiple interventions
were implemented. These include incorporating mobility information in NKE handoff and in
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MDR; clarifying proper documentation of lift device and activities performed; developing a

mobility exclusion criteria, employing ANMs, break reliefs, and PCT to ensure equipment are in
place and ready for use at the beginning of each shift; engaging staff through huddles, and
mobilizing vented and non-vented patients that meet the established criteria. Additionally, the SC
was trialed and adopted for use. The SC enabled the staff to mobilize vented and non-vented
patients who were deemed incapacitated due to illness.
The interventions implemented drove the project forward and positively impacted the
outcomes. The ICU care team met the outcome metric - AMM reached target for the months of
November, December, January and until the end of February (see Appendix I). From November
2019 to May 2020, the ICU met the outcome metric local and regional PM target of 85-90%
(see Appendix J). There was only one fallout in April for the PM, the score was 83%, which was
below the local and regional target. Every day for a period of eight weeks, the ICU care team
was able to identify and mobilize two intubated patients that meet the criteria (see Appendix K).
The process metric - Lift Device Utilization scores on 6 out 8 months were maintained at or
above target from October 2019 through May 2020 (see Appendix L). There were no staff or
patient injuries related to mobilizing patients. Overall, the Mobility Project resulted in notable
changes and improvements in practices in mobilizing patients.

Mobility Project:
November 2019 - January 2020
Met Regional Target: 2.8
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ICU Overall Summary Percent Mobilized
100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%

95%
85%

94%

94%

93%
87%

91%

85%

94%
90%
85%

88%
83%

Height of COVID: March and April

Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20
PM

Target (85%)

Section V: Discussions
Summary
The mobility project was a success. The ICU care team met the regional target for three
consecutive months after the interventions were implemented. There are several key findings that
contributed to the success of the project and became apparent during the planning, developing,
and implementing phases. These key findings are listed as follows: (1) performing a microsystem
assessment opened an opportunity to perform a deep dive and identify a complex problem in the
ICU that needs to be addressed by a group of key players; (2) time and resources are needed to
tackle a complex problem in a microsystem; (3) the support of leadership is crucial to starting a
major change; and (4) identifying the key players is crucial to a successful project.
Lessons learned from this experience include the following: (1) engaging the frontline
staff throughout the entire process is a must to develop a robust action plan and gain staff buy in;
(2) collaboration with multidisciplinary team members and engaging in teamwork will most
benefit the microsystem; (3) identifying the metrics that matter is challenging; and (4) working to
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improve one’s microsystem is not an easy task. It requires commitment, engagement,
collaboration, open mindedness, respect, support, and time.
Conclusions
Overall, the mobility project was a success and it resulted in notable changes and

improvements in practices in mobilizing patients. Implementing changes in vertical positioning
of ICU patients allow optimization of patient’s functional ability. By continuing the initiatives,
the ICU care team is able to improve patient care experience, expedite patient recovery times,
and help patients back to physical independence (Olavides, 2020).
The rolling success of the project and the unit’s momentum in mobilizing patients were
derailed by the pandemic in March 2020 as all of the attention was focused on COVID-19. With
the many changes in practices surrounding Personal Protective Equipment (PPE) and isolation
precautions for COVID-19 patients, many of the staff members became apprehensive and fearful
of potential exposure. ICU care team’s focus deviated from mobility to keeping oneself away
from being exposed to COVID.
At the height of COVID-19 in March and April 2020, many patients were unable to be
mobilized due to underlying critical conditions and higher acuity. Many patients were being
ruled out for COVID-19 and were confined in patient rooms without reaching their maximum
capacity for mobility. Consequently, the AMM and PM scores dropped below the regional
target; 2.0 AMM score for March and 1.8 for April (see Appendix I); PM score for March is 85%
(at target) and 83% for April (below target) (see Appendix J).
The ICU care team remained challenged with mobilizing patients as the ICU continues to
admit patients that are being ruled out for COVID and patients that are confirmed COVID
positive. Mitigation plans and changes have been initiated to bring the staff’s focus back on
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mobilizing patients. Huddles are again focused on mobilizing patients, SC use is discussed in
MDR with physician’s involvement, the ANMs are following up with the care team and
reporting out to the ICU management team at the end of each shift. The AMM score has
increased in the month of May from 1.8 AMM score in April to 2.4 after mitigation changes
have been implemented.
The ICU care team and management team continue to make strides as they face the many
challenges that brought about by COVID. The mobility project’s positive results are apparent
and are remarkable. The positive impact of keeping patients vertical in ICU affected patients and
families in their emotional well-being, care experience, and overall healing trajectory (Olavides,
2020). The overall extraordinary interdisciplinary engagement and commitment to mobilizing
patients have added utmost value to the ICU in preventing patient harm and improving clinical
outcomes.
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Appendix A: Evaluation Table – Mobility
PICOT Question: In patients admitted to the Intensive Care Unit (P), how does implementing
an early mobility program (I) affect their overall functional capacity (O)?

Study

Design

Bassett, R., McCutcheon
Adams, K., Danesh, V., Groat,
P.M., Haugen, A., Small,
C.,…& Ely, W. (2015).
Rethinking critical care:
Decreasing sedation,
increasing delirium
monitoring, and increasing
patient mobility. The Joint
Commission Journal and
Quality and Patient Safety,
41(2), 62-74

Case Study

Corocoran, J. R., Herbsman, J.
M., Bushnik, T., Van Lew, S.,
Stolfi, A., Parkin, K., …&
Flanagan, S. R. (2017). Early
rehabilitation in the medical
and surgical intensive care
units for patients with and
without mechanical
ventilation: An
interprofessional performance
improvement project.
American Academy of
Physical Medicine and
Rehabilitation, 113-119. doi:
10.1016/j.pmrj.2016.06.015

Performance
Improvement
Project (PIP) –
Prospective
Data
Collection

Dirkes, S.M. & Kozlowski, C.
(2019). Early mobility in the
intensive care unit: Evidence,
barriers, and future directions.
Critical Care Nurse, 39(3),
33-43.

Literature
Review

Sample

Outcome/Feasibility

Evidence
Rating

Five
hospitals/health
systems

Organizational teams learned
the evidence base for changing
critical care practices related to
sedation, delirium, and
mobility. The five
organizations studied showed
qualitative and quantitative
results that demonstrated
improved outcomes in the
Intensive Care Unit (ICU).

Level V-A

Useful in changing the unit
culture and critical care
practices related to sedation,
delirium, and patient mobility.
160 patients in
PIP and 123
patients in prePIP from a level
2 trauma
hospital medical
and surgical
ICUs

The PIP demonstrates the
significant benefits (i.e.,
decreased length of stay
(LOS), decreased costs,
decreased need for post-acute
care services) to early mobility
and increased therapy services
on vented/non-vented patients
in ICU.

Level II-B

Useful in providing focus on
what interventions are critical
in an early mobility program
to improve outcomes on
vented and non-vented
patients.
None

Key studies show that
adherence to early mobility
program in the ICU can
prevent delirium and decrease
LOS. However, current
methods are time-consuming,
potentially costly if therapist is

Level V-A
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used, and added workload to
the nursing staff.
Useful information on
identifying and overcoming
barriers to the implementation
of early mobility program.
Fraser, D., Spiva, L., Forman,
W., & Hallen, C. (2015).
Original research:
Implementation of an early
mobility program in an ICU.
American Journal of Nursing,
115(12), 49-58. doi:
10.1097/01.NAJ.0000475292.
27985.fc

Jackson, J. C., Santoro, M. J.,
Ely, T. M., Boehm, L., Kiehl,
A. L., Anderson, L. S., & Ely,
E.W. (2014). Improving
patient care through the prism
of psychology: Application of
Maslow’s hierarchy to
sedation, delirium, and early
mobility in the intensive care
unit. Journal of Critical Care,
29(3), 438-444.

Retrospective
Longitudinal
Study

Theoretical
Framework

132 randomly
selected patients
in a community
acute care
hospital: 66
patients
admitted prior to
intervention; 66
patients – early
mobility
intervention
group

Mobilized patients had fewer
falls, ventilated associated
events, pressure ulcers, and
CAUTIs; had lower hospital
costs, fewer delirium days,
lower sedation levels, and
improved functional
independence

None

The application of Maslow’s
Hierarchy of Needs will help
move the healthcare
professionals toward
comprehensive care of the
whole person – restoring the
pre-illness function of mind,
body, and spirit.

Level I-B

Useful evidence on the
benefits of mobilizing patients
and explains the “why” it is
critical to develop and
implement an early mobility
program in the ICU.

Useful information to “reboot”
our way of thinking and
organizing patient care during
and after hospitalization focusing on patient’s overall
quality of life, physically and
psychologically.

Level IV-C
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Appendix B: Project Charter
Project Charter: Keeping patients vertical in the Intensive Care Unit (ICU)
Global Aim: To consistently mobilize ICU patients to their maximum capacity.
Specific Aim:. To increase the percentage of ICU patients being mobilized to their maximum
capacity from 85% to 90% as evidenced by the average maximum mobility score baseline
increase from 2.2 to 2.8 by January 31, 2020.

Background: ICU patients in a large medical center in Northern California are not consistently
optimized medically for mobility and are not mobilized to their maximum capacity. Patients are
too sedated to be mobilized or left on bedrest longer than necessary. Contributing factors to these
problems include poor adherence to standard workflows, reduced interdisciplinary staff
motivation and skill, inadequate provision and utilization of mobility equipment, and inadequate
staffing levels/availability to meet the personnel needs for mobilization of qualified patients.
Acute inactivity associated with hospitalization in the ICU poses threats to the patient’s overall
wellbeing and can have detrimental effects on a patient’s long-term functional capacity (Dikes &
Kozlowski, 2019). Lack of physical activity and prolonged bedrest can lead to muscle strength
and mass loss, delirium, pressure skin injury, increase in cardiac workload, decrease in cardiac
output, and development of diaphragmatic dysfunction and atrophy (Dikes & Kozlowski, 2019).
Early mobility in ICU has been shown to improve patient outcomes, decrease inpatient and
rehabilitation length of stay and ventilator days, and improve long-term independent function
(Dikes & Kozlowski, 2019). The improved clinical outcomes resulting from early mobility are
linked to the overall organizational mission and goal that are congruent to the Institute for
Healthcare Improvement (IHI) Triple Aim: better care, better health, and lower healthcare cost
(Bassett et al, 2015).
Sponsors:
Leader Title
Interim Senior Vice President /Area Manager
Chief Operating Officer
Chief Nursing Executive
Assistant Medical Group Administrator
Adult Clinical Service Director
Administrative Services Director
Goals: To improve patient outcomes, decrease harm, decrease length of stay and ventilatory
days, and improve the overall patient’s long-term independent function.
Measures:
Measure
Outcome

Data Source

Target
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Percent Mobilized

Average Maximum
Mobility
Process
Percent Lift Utilization
Mobilize two intubated
patients that meet criteria
Balancing
Patient falls related to
mobilizing patients

Staff injury related to
mobilizing patients

TPMG Consulting Services
Highest Level of Mobility Daily
Report
TPMG Consulting Services
Highest Level of Mobility Daily
Report

90%

KPHC Reporting & Information
Management
Number of intubated patients
that meet criteria to be scheduled
and mobilized each day

75%

Covering ICU Assistant Nurse
Manager (ANM), Electronic
Response Reporting Form
(ERRF) - Midas
Covering ICU ANM, Safety
Specialist Report

0

2.8

2 per day

0

Team Composition:
Melanie A. Smith, ICU Nurse Manager
Asst Director Rehab
Intensivist
ICU ANM
Day Staff RN
PM Staff RN
ICU Day PCT
ICU PM PCT
Supervisor Inpatient Rehab Services
Senior PT
Continuum Plus
Respiratory Therapy Manager
Safety Specialist
Patient Care Coordinator

Process Owner
Co-Process Owner
MD Mobility Champion
ANM Mobility Champion
RN Mobility Champion
RN Mobility Champion
PCT Mobility Champion
PCT Mobility Champion
PT Mobility Champion
PT Mobility Champion
Support
Support
Support
Support

References:
Bassett, R., Adams, K. M., Danesh, V., Groat, P. M., Haugen, A., Kiewel, A.,…Ely, E. W.
(2015). Rethinking critical care: Decreasing sedation, increasing delirium monitoring,
and increasing patient mobility. The Joint Commission Journal on Quality and Patient
Safety, 41(2), 62-74.
Dirkes, S.M. & Kozlowski, C. (2019). Early mobility in the intensive care unit: Evidence,
barriers, and future directions. Critical Care Nurse, 39(3), 33-43.
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Measurement Strategy

Background (Global Aim): To consistently mobilize ICU patients to their maximum capacity.
Population Criteria: Patients in ICU except for patients with open abdomen, patients on
comfort care and actively dying, brain dead, unstable fractures, on paralytics, hypothermia
protocol, and patients with total bedrest orders.
Data Collection Method: Data on Outcome and Process measures will be obtained daily from
TPMG Consulting Services and data on Lift Utilization will be from KPHC Reporting and
Information Management. All data reports for Outcome and Process measures are pulled and
extracted from staff documentation on patient activities completed and the type of mobility
device utilized. Balancing measures data will be obtained daily from the covering ICU ANM,
daily review of ERRFs, and daily reporting from the Safety Specialist.
Data Definitions:
Data Element
Percent Mobilized

Average Maximum Mobility
Percent Lift Utilization

Mobilize two intubated patients
that meet criteria
Patient falls related to
mobilizing patients

Staff injury related to mobilizing
patients

Definition
Percentage of patients with documented active mobility on
the scale of 1-7 (See measure description under Mobility
Distribution Scores) – Applicable to ICU only
Highest achieved scores the day prior, up to two highest
mobility bouts are included and averaged.
The report reflects patients who were hospitalized during
the report data range evaluated with “Current Level of
Function” (on shift assessment) of Level I: Bedbound,
Level II: Able to Sit with documented vertical lift and lift
device usage
Number of intubated patients that meet criteria to be
scheduled and mobilized each day
Identified patient fall as an unplanned descent to the floor
or extension of the floor, e.g., trash can or other equipment.
This may be either observed or unobserved or assisted by
staff (e.g., while ambulating the patient, the nurse assesses
the needs and assists the patient to the floor to prevent
injury) (KP Inpatient Fall Prevention Policy)
Staff reporting sustained injury from assisting with patient
mobility

Measure Descriptions:
Measure

Measure Definition

Percent
Mobilized

The number of patients mobilized
based on the total number of

Data Collection
Goal
Source
TPMG Consulting
90%
Services Highest Level
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Average
Maximum
Mobility

Percent Lift
Utilization

patients in the ICU, adhering to
the existing time on unit rules:
0-6 hours: 0 bouts expected
7-16 hours: 1 bout expected
>17 hours: 2 bouts expected
The “clock” starts over when a
patient is transferred between
units
Highest achieved scores the day
prior, up to two highest mobility
bouts are included. The activities
included have 8 categories:
0 – Resting in bed/Passive Range
of Motion (ROM)/No
documentation of active mobility
1 – Bed activity (Active ROM, up
in cardiac chair)
2 – Sitting (Edge of the
bed/Dangle)
3 – Stand/Transfer (Stood at
bedside, up to commode, up in
chair)
4 – Walked 1-20 feet
5 – Walked 21-50 feet
6 – Walked 51-100 feet
7 – Walked 101+ feet
Data is pulled from
documentation of Vertical Lift
and Lift Device usage on all ICU
patients with documented Level I
and Level II Current Level of
Function.
• Vertical Lift usage is
calculated based on
flowsheet rows “Activity
Assistive Device” having
values Vertical Lift –
Mobile or Vertical Lift –
Overhead.
Lift Device usage is calculated
based on the last documented
value of the flowsheet rows
“Activity Assistive Device”
having values Vertical Lift –
Mobile, Vertical Lift – Overhead,
Lateral Transfer Device, Sit-

of Mobility Daily
Report

TPMG Consulting
Regional
Services Highest Level Target: 2.8
of Mobility Daily
Report

KPHC Reporting &
Information
Management

75%
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Stand Lift, Reposition Device,
Mechanical Lift or
“Positioning/Transfer Devices”
having value Mechanical Lift
Utilized
Number of intubated patients that
meet criteria to be scheduled and
mobilized each day

Mobilize two
intubated
patients that
meet criteria
Patient falls
related to
mobilizing
patients

ICU Staff and
covering ANM

The number of patient falls during Covering ICU
mobilization
Assistant Nurse
Manager (ANM),
Electronic Response
Reporting Form
(ERRF) - Midas
The number of staff sustaining
Covering ICU ANM,
injury while mobilizing patients
Safety Specialist
Report

Staff injury
related to
mobilizing
patients

2 per day

0

0

Driver Diagram:
Aim

To increase
the
percentage
of ICU
patients
being
mobilized to
their
maximum
capacity
from 85% to
90% as
evidenced by
the average
maximum
mobility
score
baseline
increase
from 2.2 to
2.8 by
January 31,
2020.

Primary Drivers

Staff Education

Accurate
documentation
of patient
mobility

Clean, readily
available, and
accessible
mobility
equipment

Secondary Drivers

a. Assess staff baseline skills,
knowledge, and educational needs
b. Educate staff on benefits of mobility
and clinical outcomes.
c. Educate staff on the deleterious
effects of immobility
d. Include affective domain in the
education

Staff education on how to
properly and accurately
document activities performed

a. Ensure mobility equipment is
clean, readily available and
accessible to staff
b. Train staff on how to properly
use mobility equipment
c. Trial Sara Combilizer

Specific Ideas to Test or Change Concepts
a. Establish mobility champions
b. Engage Education Committee members
c. Shift huddles and staff meeting to assess
baseline knowledge
d. Mobility champions and Education committee
members to develop educational content and
perform education during huddles, staff
meetings, and individual peer to peer education

a. Establish what is appropriate and accurate
documentation of patient mobility on
HealthConnect.
b. Connect with TPMG Consulting Services
and obtain information as to what is being
captured and where to document activities
performed in HealthConnect
c. Educate staff on proper documentation
during shift huddles and staff meetings

a. Establish a standard workflow to ensure all
equipment are clean, readily available and
accessible for the staff to use when needed
b. Shift to shift handoff between ANMs and
PCTs during morning environmental rounds to
ensure equipment are in place
c. Train the trainers to train staff on equipment
use. Coordinate two days to train all staff.
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Changes to Test:
▪

▪
▪
▪
▪

Establish Mobility champions and Education Committee members to develop educational
content to include, but not limited to, benefits of mobility, deleterious effects of
immobility, appropriate sedation titration to optimizing patients for mobility, proper
documentation, equipment types and proper use of equipment, and perform education
during huddles, staff meetings, and individual peer to peer education
Create a process board for improvements including mobility project
Establish a sustainable standard workflow to ensure all equipment are clean, readily
available and accessible for staff to use when needed
Include mobility information in Nurse Knowledge Exchange (NKE) and
Multidisciplinary Rounds (MDR)
Trial Sara Combilizer (SC) for use (SC is a multifunctional tool for mobilizing critical
patients).

Project Timeline:
Dates
Define Project
Aim

8/29/19

9/25/19

9/29/19

10/20/19

11/13/19

11/15/19

11/16/19

11/17/19

6/30/20

Microsystem
Assessment
Project
Charter
Driver
Diagram
Measurement
Strategy
Changes to
Test
Finalize
Charter
Final
Presentation

CNL Competencies:
▪ CNL as the team leader who works in collaboration with other professional team
members to engage in designing and implementing initiatives to address the mobility
issue in the microsystem
▪ CNL as the educator who educates frontline staff and other healthcare providers about the
benefits of mobilizing patients and integrates affective domain in the education by
discussing the deleterious effects of immobility to one’s functional capacity
▪ CNL as the information manager who uses information systems and technology to
monitor, improve, and evaluate healthcare outcomes; the overseer of care delivery and
outcomes who evaluates the processes implemented and makes necessary changes and
countermeasures to improve outcomes
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Appendix C: Microsystem Assessment

Inpatient Unit Profile
A. Purpose:
Why does your unit exist? To provide care to critically ill patients.
Site Contact: Sara Megson
Administrative Director: Melissa Hathcoat
Nurse Director: Sara Megson

Date: September 26, 2019
Medical Director: George Lum

B. Know Your Patients: Take a close look into your unit, create a “high-level” picture of the PATIENT POPULATION that you serve. Who are
they? What resources do they use? How do the patients view the care they receive?
Est. Age Distribution of Pts: %
List Your Top 10 Diagnoses/Conditions
<5
1. Respiratory
14-18 years
6. AAA
Failure
10
7. Polysubstance
19-50 years
2. ARDS
Abuse
25
8. Alcohol
51-65 years
3. Pneumonia
Withdrawal
30
9. Cardiac
66-75 years
4. Stroke
Dysrhythmia
76+ years 30
5. Sepsis
10. DKA
% Females
Living Situation
Married
Domestic Partner
Live Alone
Live with Others
Skilled Nursing Facility
Nursing Home
Homeless
Patient Type LOS avg.
Medical
3.8
Surgical
3.8
Mortality Rate
0.9

%

Point of Entry

%

Patient Satisfaction Scores
Nurses
Doctors
Environment

% Always

100
100
56-89

Pain
Discharge
% Yes
Overall
% Excellent 87
Pt Population Census: Do these numbers
Yes
change by season? (Y/N)
Pt Census by Hour
Pt Census by Day 16
Pt Census by Week
Pt Census by Year
30 Day Readmit Rate
Our patients in Other Units
Off Service Patients on Our Unit
Frequency of Inability to Admit Pt

Admissions from OR
5
Clinic
<5
ED
60
Transfer
30
Discharge Disposition
%
Home
Home with Visiting Nurse
Range
Skilled Nursing Facility
Other Hospital
*Complete “Through the Eyes of Your
Rehab Facility
Patient”, pg 8
Transfer to ICU
C. Know Your Professionals: Use the following template to create a comprehensive picture of your unit. Who does what and when? Is the
right person doing the right activity? Are roles being optimized? Are all roles who contribute to the patient experience listed?
Day
Evening
Night
Weekend
Over-Time
Current Staff
Admitting Medical Service
%
FTEs
FTEs
FTEs
FTEs
by Role
MD Total
Internal Medicine
10
Hospitalists Total
Hematology/Oncology
5
Unit Leader Total
ICU/Pulmonary
60
CNSs Total
Family Practice
<5
RNs Total
13.4
13.4
13.4
Surgery
20
LPNs Total
Other
<5
LNAs Total
Supporting Diagnostic Departments
Residents Total
Technicians Total
Respiratory, Lab, Cardiology,
Pulmonary, Radiology, Interventional
Secretaries Total
Radiology, Operating room
Clinical Resource Coord.
Social Worker
Health Service Assts.
Ancillary Staff
Do you use Per Diems?
___X__Yes
______NO
Staff Satisfaction Scores
%
Do you use Travelers?
___X__Yes
______NO
How stressful is the unit?
% Not Satisfied
Do you use On-Call Staff? ______Yes
___X__NO
Would you recommend it as a good place to work?
% Strongly Agree
Do you use a Float Pool?
______Yes
___X__NO

*Each staff member should complete the Personal Skills Assessment and “The Activity Survey”, pgs 10 - 12
D. Know Your Processes: How do things get done in the microsystem? Who does what? What are the step-by-step processes? How long
does the care process take? Where are the delays? What are the “between” microsystems hand-offs?
1. Create flow charts of routine processes.
Do you use/initiate any of the following?
Capacity
# Rooms __24_ # Beds__24___
a) Overall admission and treatment process
Check all that apply
b) Admit to Inpatient Unit
X Standing Orders/Critical Pathways
# Turnovers/Bed/Year ______
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c) Usual Inpatient care
X Rapid Response Team
d) Change of shift process
 Bed Management Rounds
e) Discharge process
X Multidisciplinary/with Family Rounds
f) Transfer to another facility process
 Midnight Rounds
g) Medication Administration
X Preceptor/Charge Role
h) Adverse event
 Discharge Goals
2. Complete the Core and Supporting Process Assessment Tool, pg 14
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Linking Microsystems
(e.g. ER, ICU, Skilled Nursing Facility )

E. Know Your Patterns: What patterns are present but not acknowledged in your microsystem? What is the leadership and social pattern?
•

•
•

How often does the microsystem meet to discuss patient care? Are patients and families involved? What are your results and outcomes?
•
What have you successfully changed?
Does every member of the unit meet
Decreased foley utilization
•
Do the members of the unit regularly
regularly as a team? Yes. CEET and
•
What are you most proud of? Decreased
review and discuss safety and reliability
Safety Team
foley utilization, decreased HAPI rate
issues? Yes
How frequently? Once a month
•
What is your financial picture?
What is the most significant pattern of variation?
*Complete “Metrics that Matter”, pgs 20 & 21
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Appendix D: SWOT Analysis
SWOT ANALYSIS

Strengths:

Weakness:

1. Wide spectrum of medical and nursing care
provided in the ICU

1. Unit culture

2. Appropriate personnel to provide appropriate
care

2. Current practice to mobilize only the most able
patients

3. Sedation practice

3. Interdisciplinary team members are trained
and have collective knowledge of processes

4. Insufficient knowledge and skill on equipment
use and mobilizing patients

4. Shared purpose: To provide best care possible
and improve the health of the patients

5. Staff unclear on how to document patient
mobility

Opportunities:

Threats:

1. Availability and access to mobility equipment

1. Surrounding Skilled Nursing facilities

2. Staff knowledge and skill on patient mobility

2. Abrupt increases in patient census with
multiple admissions on a single shift

3. Mobility documentation on health record
4. Staff engagement

3. Patient high acuity with poor prognosis, no
comfort care orders, and not excluded in mobility
criteria
4. COVID-19

KEEPING PATIENTS VERTICAL
Appendix E: Mobility Exclusion Criteria
Mobility Exclusion Criteria
Massive Transfusion Protocol
Neuromuscular Blockade/Paralytics
Significant/Escalating Dose of Vasopressors
Significant/Escalating Dose of Sedation
Acute Neurological Event – Post Alteplase <12 hrs
Unstable spine or extremity fracture
Open abdomen
Endovascular cases with strict bedrest orders
Active bleeding process or Hgb <7
Cardiovascular
new onset arrhythmia
new MI
HR<40 or >Max HR (220 minus age)
sBP> 180mmhg
MAP >110 or <50 or orthostatic
Respiratory
FiO2 > 80% and PEEP>10 or acutely worsening respiratory failure
MD Order “strict bedrest”
New breast flap surgeries
New head/neck flap surgeries
Balloon pump
Rotoprone
Arterial/venous sheath (wait 6 hours after removal)
Active comfort care orders
Brain dead
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Appendix F: Sara Combilizer PDSA (Trial and Adoption for Use in ICU)

90-day Sara
Combilizer (SC)
trial in ICU

Staff education on
decontaminating SC
and engaging
Environmental
Services support

Adopted for use on
intubated and nonintubated patients

Staff became
reluctant to use SC
due to fear of
potential crosscontamination and
infecting patients
with COVID-19 with
each SC use
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Appendix G: Family of Measures
Measure
Outcome
Percent
Mobilized

Average
Maximum
Mobility

Process
Percent Lift
Utilization

Measure Definition

Data Collection
Source

Goal

The number of patients mobilized
based on the total number of
patients in the ICU, adhering to
the existing time on unit rules:
0-6 hours: 0 bouts expected
7-16 hours: 1 bout expected
>17 hours: 2 bouts expected
The “clock” starts over when a
patient is transferred between
units
Highest achieved scores the day
prior, up to two highest mobility
bouts are included. The activities
included have 8 categories:
0 – Resting in bed/Passive Range
of Motion (ROM)/No
documentation of active mobility
1 – Bed activity (Active ROM, up
in cardiac chair)
2 – Sitting (Edge of the
bed/Dangle)
3 – Stand/Transfer (Stood at
bedside, up to commode, up in
chair)
4 – Walked 1-20 feet
5 – Walked 21-50 feet
6 – Walked 51-100 feet
7 – Walked 101+ feet

TPMG Consulting
90%
Services Highest Level
of Mobility Daily
Report

Data is pulled from
documentation of Vertical Lift
and Lift Device usage on all ICU
patients with documented Level I
and Level II Current Level of
Function.
• Vertical Lift usage is
calculated based on
flowsheet rows “Activity
Assistive Device” having
values Vertical Lift –

KPHC Reporting &
Information
Management

TPMG Consulting
Regional
Services Highest Level Target: 2.8
of Mobility Daily
Report

75%
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Mobilize two
intubated
patients that
meet criteria
Balancing
Patient falls
related to
mobilizing
patients

Staff injury
related to
mobilizing
patients

Mobile or Vertical Lift –
Overhead.
Lift Device usage is calculated
based on the last documented
value of the flowsheet rows
“Activity Assistive Device”
having values Vertical Lift –
Mobile, Vertical Lift – Overhead,
Lateral Transfer Device, SitStand Lift, Reposition Device,
Mechanical Lift or
“Positioning/Transfer Devices”
having value Mechanical Lift
Utilized
Number of intubated patients that
meet criteria to be scheduled and
mobilized each day

ICU Staff and
covering ANM

The number of patient falls during Covering ICU
mobilization
Assistant Nurse
Manager (ANM),
Electronic Response
Reporting Form
(ERRF) - Midas
The number of staff sustaining
Covering ICU ANM,
injury while mobilizing patients
Safety Specialist
Report

2 per day

0

0

KEEPING PATIENTS VERTICAL
Appendix H: Statement of Non-Research Determination

CNL Project: Statement of Non-Research Determination Form
Student Name: Melanie A. Smith, MSN-CNL Student
Title of Project:
Keeping Patients Vertical in the Intensive Care Unit (ICU)
Brief Description of Project:
To consistently mobilize ICU patients to their maximum capacity
A) Aim Statement:
To consistently mobilize 90% of the ICU patients to their maximum capacity from the
baseline of 85% as evidenced by the average maximum mobility score baseline
increase from 2.4 to 2.8 by August 30, 2020
B) Description of Intervention:
▪

▪
▪

Establish Mobility champions and Education Committee members to develop
educational content to include, but not limited to, benefits of mobility, deleterious
effects of immobility, appropriate sedation titration to optimizing patients for
mobility, proper documentation, equipment types and proper use of equipment,
and perform education during huddles, staff meetings, and individual peer to peer
education
Establish a sustainable standard workflow to ensure all equipment are clean,
readily available and accessible for staff to use when needed
Include mobility information in Nurse Knowledge Exchange (NKE) and
Multidisciplinary Rounds (MDR)

C) How will this intervention change practice?
The interventions will help the healthcare providers update their knowledge regarding
maximizing patient mobility and reignite the core principles in providing a healing
environment and quality care in mobilizing our patients. Additionally, the
interventions will reboot our way of thinking and organizing patient care during their
ICU stay to improve patient outcomes and decrease harm.
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D) Outcome measurements:
1. Percent mobilized – Percentage of patients with documented active mobility
2. Average Maximum Mobility Score – Highest achieved scored the day prior, up to
two highest mobility bouts included.

To qualify as an Evidence-based Change in Practice Project, rather than a Research Project, the
criteria outlined in federal guidelines will be used:
(http://answers.hhs.gov/ohrp/categories/1569)

X This project meets the guidelines for an Evidence-based Change in Practice Project as
outlined in the Project Checklist (attached). Student may proceed with implementation.

☐This project involves research with human subjects and must be submitted for IRB approval
before project activity can commence.
Comments:
EVIDENCE-BASED CHANGE OF PRACTICE PROJECT CHECKLIST *

Instructions: Answer YES or NO to each of the following statements:
Project Title:
The aim of the project is to improve the process or delivery of care with
established/ accepted standards, or to implement evidence-based change. There is
no intention of using the data for research purposes.
The specific aim is to improve performance on a specific service or program and is
a part of usual care. ALL participants will receive standard of care.
The project is NOT designed to follow a research design, e.g., hypothesis testing
or group comparison, randomization, control groups, prospective comparison
groups, cross-sectional, case control). The project does NOT follow a protocol that
overrides clinical decision-making.
The project involves implementation of established and tested quality standards
and/or systematic monitoring, assessment or evaluation of the organization to
ensure that existing quality standards are being met. The project does NOT
develop paradigms or untested methods or new untested standards.
The project involves implementation of care practices and interventions that are
consensus-based or evidence-based. The project does NOT seek to test an
intervention that is beyond current science and experience.

YES
X
X
X

X

X

NO
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The project is conducted by staff where the project will take place and involves
staff who are working at an agency that has an agreement with USF SONHP.
The project has NO funding from federal agencies or research-focused
organizations and is not receiving funding for implementation research.
The agency or clinical practice unit agrees that this is a project that will be
implemented to improve the process or delivery of care, i.e., not a personal
research project that is dependent upon the voluntary participation of colleagues,
students and/ or patients.
If there is an intent to, or possibility of publishing your work, you and supervising
faculty and the agency oversight committee are comfortable with the following
statement in your methods section: “This project was undertaken as an Evidencebased change of practice project at X hospital or agency and as such was not
formally supervised by the Institutional Review Board.”

X
X
X

X

ANSWER KEY: If the answer to ALL of these items is yes, the project can be considered an
Evidence-based activity that does NOT meet the definition of research. IRB review is not
required. Keep a copy of this checklist in your files. If the answer to ANY of these questions is
NO, you must submit for IRB approval.
*Adapted with permission of Elizabeth L. Hohmann, MD, Director and Chair, Partners Human
Research Committee, Partners Health System, Boston, MA.

STUDENT NAME (Please print): Melanie A. Smith, MSN-CNL Student
________________________________________________________________________
Signature of Student: Melanie A. Smith (eSignature)
DATE: 4/10/2020

SUPERVISING FACULTY MEMBER NAME (Please print):
________________________________________________________________________
Signature of Supervising Faculty Member
Liesel Buchner Approved – electronically signed

DATE: 4/10/2020
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Appendix I: Average Maximum Mobility

Astronomical: First month after initial RIE

Height of COVID: March and April

Mobility Project:
November 2019 - January 2020
Met Regional Target: 2.8
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Appendix J: ICU Overall Summary Percent Mobilized

ICU Overall Summary Percent Mobilized
100%
95%

95%

94%

94%

91%

90%
85%

94%

93%
90%
88%

87%
85%

85%

85%
83%

80%
75%

83% in April 2020 – lowest score from
June 2019 through June 2020
Height of COVID: March and April 2020

70%
65%
60%
55%
50%
Jun-19

Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20
PM

Target (85%)
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Appendix K: Mobilized Two Intubated Patients that Meet Criteria

Mobilized Two Intubated Patients that Meet Criteria
(November 2019-January 2020)
Target 100%
100%
90%
80%
70%
60%
50%
40%
30%

20%
10%
0%
Week 1 Week 2 Week 3 Week 4 Week 5 Week 6 Week 7 Week 8 Week 9 Week 10 Week 11 Week 12
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Appendix L: Percent Lift Utilization

Percent Lift Utilization
100%
90%
80%
70%
60%
50%
40%
30%

20%
10%
0%
Jun-19

Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20
Target 75%

Lift Utilization

